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In this small outbreak 2 patients diedundiagnosed and a third before she could be transferred to a smallpox hospital. Of the 11 who were admitted 6 had fully developed vesicles and were at the fifth day of disease or later on admission. It is probable that 5 of these had been regarded as cases of chickenpox and the 6th showed an unmodified but very mild attack in which the prodromal stage was not noticed in spite of daily surveillance. Most of the patients had been ill in bed from other causes for long periods. The distribution of their rashes seemed to be modified by protection of the feet, hands and wrists from normal irritants, but the lesions were profuse on the buttocks in those patients who were incontinent of urine or faecs.
During the five weeks of the outbreak I saw 19 suspected cases. Fifteen were suffering from complications of vaccination: 9 showed papular or maculopapular erythema, 5 were suffering from generalized vaccinia and 1 multiple accidental vaccinia. Of the remainder, 2 had rubella, 1 chickenpox with encephalitis and one staphylococcal septiceniia. An analysis of the large number of suspects seen by medical officers of health would probably show that chickenpox was of more frequent occurrence as a diagnostic problem than in my series.
No case of smallpox occurred outside the known contacts. This might in part be due to their being hospital patients, non-ambulatory, and surrounded by a barrier of vaccinated hospital staff.
Treatment
Nothing compares in importance with vaccination, which should probably be.made a condition ofemployment for hospitals staffs and would have prevented death in 2 members of staff in this epidemic. there is a place for anti-vaccinial yglobulin in unvaccinated susceptibles, known to have been in close contact with infection, in whom vaccination would be too late to confer even partial immunity. I believe it must be given -before the onset of the disease, that is before the start ofviremia, to be effective.
There is no specific treatment. During the acute stage, particularly, the patient requires constant and meticulous nursing care. He may be delirious, he is frightened and feels very ill, and his skin and mucous membranes are uncomfortable. Hypnotics to give rest, analgesic tablets to suck before a feed, prophylactic antibiotics to prevent secondary infections and sometimes dressings to protect the skin are necessary. There is little that can be done to prevent the onset of acute myocarditis, which is the usual termination in fatal cases, other than to attempt to prevent circulatory failure by nursing all severely toxic patients at absolute rest for the first three weeks of the disease.
Convalescence is rapid, even in severe cases, if the patient survives the pustular stage of the disease, but the separation of dry lesions and the healing of the skin may take two to four weeks from the termination ofpyrexia.
Dr H Stanley Bnks (Leatherhead, Surrey)
By courtesy of Dr-M S Pathy, consultant in charge, I visited Blackmill Isolation Hospital, South Wales, on April 19, 1962, and discussed with him the clinical aspects of 6 elderly female patients recovering from smallpox, and also the clinical records of 11 females, transferred from the same mental hospital, who had recently died of smallpox in the hospital. Among the many interesting points elicited I was particularly struck with a trend in the records indicating that primary vaccination with multiple scars, even when performed sixty to eighty years previous to an attack of smallpox, might have some influence on the outcome. From my notes I constructed Table 1 . The ages of the 6 survivors ranged from 72 to 86 years, and those of the fatal cases from 59 to 86. Among the latter I classified no less than 6 as purpura variolosa, with death on the fourth to eighth day of disease; in addition a similarly affectedpatient with hypertoxic smallpox and prodromal erythematous rash on the face and groins died on the fourth day of disease. In the other 4 fatal cases contributory causes of death were pneumonia 1, large bed-sore 1, and confluence of the focal rash 2. Only 1 of these 11 fatal cases was known to have had 4 primary vaccinial scars and, in this case, death (from purpura variolosa) was delayed to the eighth day. On the other hand, among the 6 recovered cases, I had confluent, 1 semiconfluent, and 4 modified smallpox; 5 of these had 4 scars of vaccinia in infancy, and 1 had
